Objective: To evaluate the effectiveness of the technique of corporeal counter incisions for penile prosthesis implantation in cases with marked corporeal ®brosis. Methods: Creating subtunical tunnels that are stretched transversely by the dilamezinsert instrument & Heggars dilators with its tip entering from one side and protruding from the counter incision to avoid urethral or corporeal perforation. Patients: Seventeen patients underwent this technique, mean age 56 y (range 42 ± 71 y); 12 post removal of an infected prosthesis and ®ve post priapism. Results: In all cases, two rods were successfully implanted. In one case, a crural perforation occurred that was repaired intra-operatively. Conclusion: Corporeal counter incisions with transverse tissue stretching is a relatively simple technique to implant semirigid implants in ®brosed corpora.
Introduction
Ever since Beheri described the ®rst procedure for implanting polyethylene rods as intracavernous rigid stents, 1 advances in prosthesis design and surgical technique overcame most of the early mechanical and surgical complications. Patient satisfaction rates have been reported as high as 90%. 2 Despite such advances, certain surgical challenges remain to be resolved.
Most implantation procedures are routine and straightforward even in the presence of mild to moderate corporeal ®brosis as in cases of Peyronie's disease and post intra-cavernous injections. However in cases with marked corporeal ®brosis in post removal of an infected prosthesis or post neglected priapism, the vascular spongy cavernous tissue could be completely replaced with ®brous tissue. Implantation of a penile prosthesis into such a corporeal scar is not always successful. 3 Failure rate at corporeal reconstruction was reported to be as high as 50%, mainly due to urethral laceration, intractable corporeal ®brosis or reinfection (10%). 4 Fishman (1989) elegantly described various techniques for corporeal reconstruction for complicated penile implants. 5 In cases with diffuse induration the alternatives would be either dissecting and removing the ®brotic corporeal core, or laying the cylinders within two longitudinal ventral corporotomies and closing the defect using a Dacron patch or longitudinal vascularised pedicle of dermis. We describe a simpli®ed approach to penile prosthesis implantation in ®brotic cases utilizing corporeal counter incisions.
Materials and Methods

Setting
The study was conducted in two ambulatory surgery units in Cairo and Jeddah during an eight-year period.
Patients
Seventeen patients underwent this technique, mean age 56 y (range 42 ± 71 y); 12 post removal of an infected prosthesis and ®ve post priapism. We generally waited at least six months post removal of an infected device to assure complete resolution of the in¯ammatory process.
Infection control measures
Special attention was given to strict infection control measures to avoid infection of the new implant. Infection rate has been reported to be as high as 21.7% for procedures requiring reconstruction of the corpora. 6 We have detailed our infection control protocol in a previous publication. 7 
Prosthesis type
Penile prostheses used included seven mechanical Duraphase devices and ten malleable rods.
Surgical procedure
Cases are approached through simultaneous infrapubic and subcoronal incisions. A midline infrapubic incision is carried down to expose the corpora cavernosa and two proline stay stitches are placed on either side. The tunica albuginea is then incised between the stay stitches. Crural dilatation is then carried out ®rst, as we have found the crus to be generally wider and easier to dilate than the penile shaft ( Figure 1) . A subtunical tract is ®rst established using the metzenbaum scissors and small caliber Heggars dilators. The tract is then dilated proximally towards the crura using a combination of sharp and blunt dissection. We start tissue spreading by advancing closed Metzenbaum scissors that are opened while withdrawn, followed by Heggars dilators, and ®nally the dilamezinsert instrument. We do not attempt to perform any distal corporeal dilatation through this infrapubic incision because of the risk of urethral injury while forcibly trying to create a tract within the scarred corpora.
The second step in this procedure is to perform a subcoronal incision and incise the corpora in the same manner mentioned above (Figure 2 ). The distal corpus beneath the glans is easily dilated by direct tissue stretching under vision using a hemostat. Lateral subtunical tracts are then established using scissors and ®ne Heggars that are aimed to exit through the infrapubic incision ( Figure 3 ). Once this is established, dilatation proceeds, alternating gradually increasing Heggars with the dilamezinsert instrument. Expanding this subtunical tract is usually very dif®cult at the start where the ®brosed corpus is tightly hugging the dilators, but with persistent patient dilatation, the ®brous tissue will gradually yield.
After inserting the rods (Figure 4 ), closing the corporotomies is occasionally dif®cult. No corporeal reconstructive procedures using grafts were performed. On several occasions, a defect of less than 4 cm was left to be covered by buck's fascia.
Postoperative care
Patients were monitored in the postoperative recovery suite for stability of vital signs and recovery from 
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H Ghanem et al sedation. They were discharged within 4 to 8 h. All patients were able to urinate and tolerate oral¯uids and light food before discharge. The position and tightness of the dressing were routinely checked before discharge. Follow-up visits were scheduled ®ve days, one month, three months and one year postoperatively. All patients were followed up for at least three months.
Results
In all cases, two rods were successfully implanted. All seven Duraphase prosthesis were 10 mm in diameter, while eight malleable rods were 9.5 mm, and two were 11 mm. In one case, a crural perforation occurred that was repaired intra-operatively. This occurred when the implanting surgeon greedily tried to push the dilatation up to 13 Heggars. The perforation was repaired through a perineal approach. No other operative complications were encountered. The penile shaft appeared to be straight by the end of the procedures. All patients were discharged on the same day and none required urinary catheterization. Postoperative pain was mild and easily controlled with nonsteroidal antin¯ammatory drugs. No infections occurred that required implant removal. No reoperations were performed.
Discussion
In cases with marked corporeal ®brosis where the penis is diffusely indurated, implantation of a penile prosthesis is a de®nite surgical challenge. Such cases show no response to intracavernous injections and feel gritty on introducing the injecting needle. On opening the corpora, the normally vascular spongy tissue is replaced by a tough white scar. If a de®nite plan of action is not followed the implanting surgeon might consider aborting the procedure at this stage. In a large retrospective study of 1337 patients, Wilson and Delk II found the overall infection rate to be 5%. 4 At reimplantation, the failure rate was 50%. Not only was the dilatation dif®cult or impossible but also the risks of intraoperative and postoperative complications much higher. 4 Infections of penile implants have been shown to be much more common in reoperations and in corporeal reconstructive procedures. 6, 8 In a study of 156 men undergoing 167 procedures, Jarow found the infection rate to be 21.7% for cases requiring corporeal reconstruction as compared to 1.8% for primary cases. 6 We have attempted to control the risk factors associated with corporeal reconstruction. By planning two incisions and creating lateral subtunical tunnels while avoiding any dilatation directed towards the tip of the penis we might decrease the risk of urethral perforation. This risk might have been controlled further by passing the instruments from the distal incision while aiming to receive it at the proximal infrapubic incision. We suggest that by avoiding the use of synthetic material to cover tunical gaps, the risk of infections was decreased. We had no infections requiring prosthesis removal. The rate of infection associated with the use of synthetic graft material was reported to be as high as 30% (9 out of 30 cases). 9 The absence of infection Ð so far Ð in our series might also be related to the shorter operative time, lesser tissue manipulation and dissection, or the relatively small number of patients.
The obvious disadvantage of this procedure is that it depends mainly on tissue stretching without creating a wide corporeal tunnel by excising the ®brous core or by using graft material. Although this works well for implanting a malleable rod Ð that would also work as splints to maintain this cavity Ð we expect that this would not be suitable for implanting in¯atable prostheses as a recurrent scar might compress the cylinders and hinder in¯ation. Extended corporotomies and corporeal reconstruction Ð through a penoscrotal approach Ð might also become necessary in some cases with severe or very severe corporal ®brosis.
In conclusion, corporeal counter incisions with transverse tissue stretching is a relatively simple technique to implant malleable rods in ®brosed corpora. Although this technique might not be suitable for implanting in¯atable cylinders, it provides patients and surgeons with a safe alternative to this surgical challenge. An additional advantage is the success Ð so far Ð at controlling the risk of infection, one of the most devastating complications. Corporeal counter incisions H Ghanem et al
